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T here is an inherent dichotomy in medicine.  If a physician spends every waking moment out-side of work studying, they will gain a well of 
knowledge that will give them a significant edge.  
They could make better diagnoses earlier and save 
more lives.  Theoretically, every moment a physician 
spends not in deep study puts lives at risk due to lack 
of knowledge.  One never knows when some nugget of 
information may make the difference between a 
quick diagnosis versus a battery of significant and/or 
invasive tests.  In the extreme, their knowledge might 
be the difference between who lives and who dies. 
On the other hand, asking a physician to live the life 
of a monk is a tall order.  Most doctors want to have 
time for family, hobbies, relaxation, travel…  Though 
often excessive hours are seen as a doctor’s duty, most 
physicians want a quality of life similar to most 
adults.  They usually want to feel satisfied with their 
experiences, whether that be traveling the world, rais-
ing a family, skiing all day, or any of a million possi-
bilities.  Also with this come experiences that are com-
mon to virtually all American adults: paying taxes, 
buying a home, childrearing, providing for your fami-
ly, and coming to terms with the death of a loved one. 
With these two factions (unrelenting study vs. medi-
cine as just a day job) where does a person draw the 
line?  The answer is, like most things in human expe-
rience, somewhere in the middle. Living a life so ab-
sorbed in study as to preclude everything else has rel-
atively obvious benefits, even though it’s presented 
here as something of a straw-man argument.  Doing 
nothing outside of patient care except studying is not 
really possible and would lead to almost immediate 
burnout. I am simply presenting it as an unspoken 
goal that has been reinforced by all levels of my medi-
cal training throughout medical school.  So, as a rebut-
tal to all the “monkhood” suggestions, I would like to 
make a case for the often unsung other half of the art 
of medicine; being a well rounded person with a 
depth of personal experience that allows you to con-
nect with your patient on a human level. 
I present here a case of the things that go into a pa-
tient encounter completely outside of intellectual pur-
suits in four sections: a doctor’s need for life experi-
ence, compatibility between patients and their doc-
tors, the unfortunate reality of patients’ ethnic prefer-
ence, and the projection of maturity and Osler’s 
aequanimitas.  
—1— 
I was in the audience listening to a former assistant 
dean of the Johns Hopkins Medical School admissions 
department.  He recounted his experiences sifting 
through the mountains of applications the school gets 
every year, and he talked about a 12 year old boy who 
applied to the school.  This boy had completed all of 
his college prerequisites and was ready to become the 
next Doogie Howser. They were initially very im-
pressed, but eventually declined his application due 
to “lack of personal experience”.  Their argument was 
that a 12 year old does not have enough character and 
has simply not lived enough life to adequately treat 
patients. 
There is no one thing that they were looking for this 
boy to have had in his life.  He very well may have 
overcome significant personal hurdles to get this far.  
However, it is unlikely that he could really under-
stand what a patient means when they say that they 
can’t pay for some treatment. Or, that their child is 
sick and they are scared about what is going to hap-
pen.  If one has never been poor—or has never loved 
another person more than themselves—then such 
concepts may be completely foreign.  These are smart 
people that can imagine what it would be like, but it 
would forever be one step removed.  This creates a 
block between the caregiver and the patient.  Empa-
thy is difficult to teach and often comes from personal 
experience, not from intellectual pursuit. 
Youth (particularly teenage years) brings with it an 
assuredness that one’s course of action is the correct 
one, no matter what. I’ll never forget when my 
cousin’s six-year-old son asked me why I kept a stack 
of blank notebooks under my bed, and not up on a 
dresser.  I explained that the notebooks were not be-
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ing used, so anywhere they were stored was as good 
as any other.  His retort was that he kept his note-
books on his dresser, and that was the place everyone 
should keep them. 
This is a very specific example of concrete thinking, 
but it is a definite mark of maturity to be able to weigh 
the pros and cons of options and come up with the 
best one regardless of whether it was one’s own idea 
or another’s.  This kind of behavior is still frequently 
seen in adults, but it tends to get less rampant as a per-
son gets older.  Medical diagnosis is often tricky and 
can easily change with new information.  Tenacious 
adherence to a single idea can be harmful.  It feels 
great to get a diagnosis correct straight out of the gate, 
but the clinical encounter is not about the doctor’s 
pride. 
—2— 
In the population at large, it is assumed that the ma-
jority of doctors are competent.  Most people have 
faith that the licensing system in the United States as-
sures that there is a high level of proficiency in the 
medical community.  Whether that perception is de-
served or not is beyond the scope of this essay.  Other 
than to say that this is a slight oversimplification, es-
pecially in the age of rating doctors on the internet. 
So, what does this mean if most doctors do essentially 
the same job with mostly identical results?  It means 
that people tend to pick doctors they get along well 
with.  One of the most commonly encountered com-
plaints leading to patients leaving physicians is that 
“They didn’t listen to me”.  While this can commonly 
be attributed to having an overloaded schedule and 
often knowing what the problem is within the first 15 
seconds of the interview, having been on the other 
side of the white coat enough times can change things.   
The movie “The Doctor” is a poignant presentation of 
this argument.  In the story, the titular doctor 
(William Hurt) is a cold, calculating surgeon with a 
brusque bedside manner.   Through the events of the 
film, he becomes very ill and experiences the uncar-
ing, antiseptic environment of medical care and 
eventually vows to change.  At the end of the film, a 
group of new interns arrives and he assigns them 
each diseases to experience what it is like on the oth-
er side of the stethoscope.  
This is not to say that every medical student should 
get significantly ill, because sometimes all it takes is 
one’s own experiences with minor medical maladies 
that were taken care of by impatient, distant, and in-
different caretakers to make one stop and consider 
how they are acting. 
—3— 
In a study by the University of Bradford in the United 
Kingdom, they examined 1633 consultations in a prac-
tice where there was a male white doctor, a female 
white doctor, and a male Asian doctor. The study 
showed an overwhelming preference by Asian pa-
tients for the Asian doctor.1 In another study at the 
same center, it was found that broad cultural concord-
ance and shared language were the strongest correla-
tions of preference in patients.2 
If you polled 100 people and asked them which of a 
variety of physicians from different ethnic back-
grounds and upbringings they would like to see, it 
wouldn’t be a surprise that most would choose some-
one similar to themselves.  Though the more political-
ly correct of us would be loathe to admit it, it simply is 
more comfortable to sit down with someone who un-
derstands a way of life that we are familiar with.  In 
addition, it certainly is easier to communicate with a 
native speaker of your own language.  Though those 
from different cultures may be perfectly competent, 
caring, and efficient physicians there is that extra step 
of gaining trust most people would rather bypass. It is 
not wrong to feel this way.  To really admit it sounds 
crass, but it doesn’t make it any less true.   
—4— 
The perception of the doctor as a parental-type figure 
is becoming less common in modern society, but it 
still remains to some extent today.  “Reassurance” is 
one of the common options on multiple choice ques-
tions in medical school.  It just means that no matter 
what the latest research on the pathophysiology of 
acute viral gastroenteritis or the common cold shows, 
and how well one knows it; the answer to the patient 
is just that everything will get better with time.  Being 
reassured by a mature, paternal figure reaches deep 
down into our most primitive instincts. 
Maturity, or at least the perception of maturity, is a 
mixture of things.  Useful shorthand is to assume that 
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the older a person is, the more mature they are and 
then adjust as you get to know them better.  There is a 
reason that many young male doctors grow beards 
and wear glasses.  Such things make a person appear 
older and smarter.  I’d love to say that it’s “what inside 
that counts”, but the array of things that medical pro-
fessionals have done in the past betrays that thought.   
Physicians used to discuss patients only in Latin to 
make themselves sound more impressive, and also to 
avoid any uncomfortable revelations at the bedside.  
Another example is the use of the word ‘sonometer’ in 
the place of ‘centimeter’.  Physicians didn’t want to 
use the more pedestrian term, and thus started using 
the French word “sontimeter” as an affectation.  This 
eventually became “sonometer” that is often still said 
today, particularly in obstetrics.  Interestingly, the 
word “sonometer” already had a meaning.  It is a syn-
onym for an audiometer, or really any instrument that 
measures sound. 
In a roundabout fashion, I’m saying that efforts to 
seem more cultured and impressive are really at-
tempting to tap into this primitive instinct to trust the 
aged and wise.  Most all physicians will tell you that 
the way to become wise is to bear witness to lots of 
situations.  This is true, but it can be extrapolated to 
one’s whole life.  Wisdom comes from the summation 
of all our personal experiences giving us insight into 
what a correct course of action will be.  Humans seek 
this out and will listen to people that seem wise, 
whether for good or for ill. 
How does one become a more empathic, experienced 
person?  There is no straightforward answer, but sim-
ple interaction with other people is a fairly good place 
to start.  Spend more time with your family, enjoy a 
night out with friends; don’t forego life experience just 
to read all of Principles of Internal Medicine.  To feel 
empathy for another person is literally “to see things 
from their point of view”.  It’s often difficult to under-
stand what another person is going through in the 
best of circumstances, but having met or talked with 
someone who went through something similar can go 
a long way towards bridging that gap between the 
doctor and the patient. 
Most medical students know how to study books and 
listen to lectures.  Reasoning and knowing how to in-
teract with the people they take care of is a completely 
different animal.  Even in the specialties that don’t 
have direct patient interaction, there are still cowork-
ers and the occasional relative that asks for advice.  
The saying “No man is an island” is particularly apro-
pos here, and that is becoming increasingly evident in 
our profession with the advent of the team model.  
Not having enough knowledge to treat patients is a 
fatal error, but not being trusted by those in need of 
care is just as destructive.  Being a good doctor is 
many things, but the primary prerequisite is just being 
a good human. 
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